Abstract This study evaluated influences on school-based clinicians' decision-making surrounding participation in a modular psychotherapy training and consultation program lasting one academic year. Clinicians were recruited from three participation groups: those who never engaged, those who engaged and then discontinued, and those who participated fully. Qualitative interviews explored influences on initial and continued participation, as well as differences in decision-making by participation group, knowledge about evidence-based practices, and attitudes toward evidencebased practices. Eight major themes were identified: time, practice utility, intervention/training content, training process, attitudes toward training, social influences, commitment to training, and expectations. Some themes were discussed universally across all comparison groups, while others varied in frequency or content. Recommendations for increasing participation are presented, based on the findings.
Introduction
In recent years, youth mental health services researchers have focused increasingly on the implementation of evidencebased practices (EBP) in public sector service settings. This emphasis has stemmed largely from recognition that although EBP are capable of producing superior outcomes to ''usual care'' approaches (Weisz et al. 2006 ), development of effective psychosocial interventions has greatly outpaced the field's ability to support their timely uptake and sustained use by real world providers (American Psychological Association Task Force on Evidence-Based Practice for Children and Adolescents 2008; Fixsen et al. 2005; Herschell et al. 2004; McHugh and Barlow 2010) . As a result, the services many youth receive for mental health problems are unlikely to be optimally effective. Concentrated efforts to facilitate the implementation of EBP are one strategy to enhance the quality of public sector youth mental health services. To advance this objective, the current paper examines factors that influence provider engagement in training and consultation with the goals of increasing and sustaining participation in future implementation efforts.
Training and Consultation
McHugh and Barlow (2010) suggested that training psychotherapists to competently deliver EBP is among the greatest challenges currently facing the field of implementation. This is due both to the complexity of the psychosocial interventions themselves, as well as to the ineffectiveness of the most commonly used training models, which focus only on the short-term, didactic presentation of information (i.e., ''train and hope,' ' Stokes and Baer 1977) . Indeed, the need for additional consultation and support to build practitioner competence following didactic training is among the most well-documented and widely-referenced findings in the implementation and training literatures (Beidas and Kendall 2010; Fixsen et al. 2005; Joyce and Showers 2003; Lyon et al. 2011b) . For this reason, both initial training and post-training consultation or coaching have been identified as core components or ''drivers'' of implementation efforts to enhance professional practice (Fixsen et al. 2005) . Furthermore, multiple factors are relevant to provider participation in, and the ultimate success of, training and consultation efforts. As detailed below, these include the costs of training and training discontinuation, indicators of training readiness, predictors of training outcome, and variations by training phase or implementation setting.
Costs of Training and Training Discontinuation
Despite the well-documented need for continued support posttraining, the provision of long-term consultation is a resource and time-intensive endeavor. In a study of training costs for motivational interviewing (MI) in community-based treatment programs, Olmstead et al. (2011) documented that initial workshop training was the single most costly training expense. Consultation, which may be provided weekly or monthly and can easily last 6 months or more (McHugh and Barlow 2010) , requires further investment in the form of additional lost hours of clinician productivity, consultant preparation, methods for communication and feedback (e.g., conference calls, web-based meetings), and support materials. Olmstead et al. (2011) found that just three months of monthly post-workshop supervision and feedback by experts increased MI training costs by more than 50 %. Longer-term or more frequent consultation, common to many training models, is likely to equal or exceed the cost of conducting the initial workshop. Premature discontinuation from training and consultation therefore carries significant financial impact or ''loss on investment'' for agencies, practitioners, and EBP purveyors and detracts substantially from the overall cost effectiveness of an implementation effort.
Pre-training ''Readiness''
Identification of appropriate practitioners or agenciesthose who are prepared to participate fully in training and consultation efforts and then successfully implement new practices-has been described as an additional core component of the implementation process (Fixsen et al. 2005) . To this end, multiple authors have discussed an association between clinician attitudes about EBP and their uptake of new practices (e.g., Aarons 2005; Rogers 2003) , and some studies have evaluated these associations. Nelson and Steele (2008) found that attitudes toward treatment outcome research were a significant predictor of EBP use, and Borntrager et al. (2009) documented positive changes in clinician attitudes after completion of training. Although provider knowledge about EBP has received less attention as a predictor of use, low practitioner knowledge has been identified as an important barrier to uptake (Higa and Chorpita 2008) , and more competent clinicians have generally been found to respond better to training (e.g., Siqueland et al. 2000) . Furthermore, recent work by Nakamura et al. (2011) found no association between clinician attitudes and knowledge about EBP, suggesting unique contributions of both constructs.
Despite a growing recognition of the importance of practitioner attitudes and knowledge, offering training only to practitioners who can demonstrate high levels of ''readiness,'' competence, or motivation may be insufficient to improve a system as a whole. In contrast to initiatives that focus primarily on high-performing practitioners or sites, engaging the maximum number of practitioners possible in training and consultation may be more important to achieving real, lasting cultural change, promoting and expanding the reach of EBP within service systems, and, ultimately, reducing the burden of mental illness on a larger scale; a key priority for the mental health field (Kazdin and Blase 2011) .
Predictors of Training Outcome
Equally important to the exploration of key characteristics and processes as clinicians enter into training programs, is the evaluation of additional factors that influence training outcomes. Even among mental health providers who have successfully completed EBP training and consultation, many still do not make use of these programs (e.g., AsgaryEden and Lee 2011; Sanders et al. 2009 ). In light of these outcomes, multiple studies have explored barriers and facilitators to the uptake of new practices following a course of training across a variety of programs and contexts. Mancini et al. (2009) , for instance, found that the effective implementation of assertive community treatment (ACT) was facilitated by higher-level factors such as effective state administration (e.g., funding, billings systems that could incorporate fidelity monitoring), local program leadership (e.g., managers who understood the program model and empowered staff), sufficient staffing (including low provider turnover), and an organizational culture that was open to change. In one of the largest surveys of barriers to the adoption of new treatments in the community, (Cook et al. 2009 ) documented barriers across a range of system levels, including practitioner attitudes, client attitudes and characteristics, contextual/institutional factors, and training issues (e.g., insufficient time, high cost, low accessibility).
Despite the growing literature on predictors of implementation outcomes, little research has addressed the issue of initial engagement in and completion of training and consultation. This is important because initial training participation sets an upper limit on the possible number of providers delivering a new intervention and, consequently, on the potential degree of EBP penetration into a service system. Nevertheless, few studies describe the size, characteristics, or priorities of the pool of potential training participants from which implementation research samples are drawn. Without such information, it is difficult to determine what factors are associated with practitioner decision-making surrounding their participation or how well training programs engage their intended audience.
Training Phase and Implementation Setting Lyon et al. (2011b) recently suggested that mental health services research should focus on the predictors of provider motivation and participation in training and consultation opportunities. Identification of these predictors has relevance to practitioners' initial decisions to participate in training as well as their continuation in ongoing consultation and their ultimate likelihood of new practice adoption. No research has explored whether distinct factors influence initial decisions to participate or decisions to continue to participate in training. Given that studies of intervention adoption following training have found that perceptions of the intervention (e.g., its effectiveness) are an important factor in the use of new practices (Beidas et al. 2012) , it is logical that formal exposure to the new content and consultation processes may also influence decision making surrounding continued consultation participation.
Research has also documented significant differences across service settings with regard to variables such as openness to EBP (Aarons et al. 2009a ), knowledge about EBP (Nakamura et al. 2011) , and use of specific practices (Palmiter 2004) . Practitioner decision-making surrounding participation in training and consultation efforts is similarly likely to vary by context. For this reason, understanding the factors most relevant to participation may be enhanced by detailed analysis of practitioner decisions within specific service settings. There is currently increasing emphasis on improving healthcare quality for underserved populations and low-resource, public sector contexts, where the gap between ''typical'' and ''optimal'' practice is often large and the burden of disease associated with untreated-or ineffectively-treated-mental health problems is high (National Institute of Mental Health 2008; President's New Freedom Commission on Mental Health 2003). To boost participation among key service providers working in those settings and maximize the benefit of training and consultation in the public sector, contexts that serve high numbers of at-risk youth, but who are unlikely to employ EBP, should be given high priority.
School Mental Health
The education sector represents an important service context in which to study training and consultation participation and one with significant public health implications. As the location where 70-80 % of youth mental health care is delivered (Burns et al. 1995; Farmer et al. 2003) , schools are the largest public sector setting for service delivery. Multiple studies have also documented that school-based services effectively reduce access disparities for ethnic minority and low-income youth, who are unlikely to receive indicated care elsewhere, contributing to the high public health relevance of the school setting (Kataoka et al. 2007; Lyon et al. in press; Walker et al. 2010) Sexton et al. 2010) . Unfortunately, school-based providers generally have few training resources available to them (Evans and Weist 2004) , making it particularly important that any existing training and consultation initiatives achieve high levels of participation.
When studying barriers and facilitators to the implementation of a school-based trauma intervention, (Langley et al. 2010 ) identified a number of variables that are consistent with those describe in the literature cited above (Cook et al. 2009; Mancini et al. 2009 ) and which may have relevance to training and consultation participation. At the organizational level, barriers included a lack of school administrator or teacher support as well as competing staff responsibilities. More immediate logistical issues (e.g., hectic and crisis-driven environment) and low levels of parental engagement were also identified. Providers who were able to successfully implement the program enjoyed better organizational structures for school-based service delivery, networks of other clinicians implementing the same program, and administrative support. In another study, (Beidas et al. 2012 ) identified post-training barriers to the use of a cognitive behavioral intervention for youth anxiety among school-based providers that largely paralleled those described by Langley and colleagues, including time to deliver indicated services, youth engagement, intervention effectiveness, and family support. Although the work described above contributes to a better understanding of factors associated with implementation success in education sector mental health, no studies have examined the decision-making processes that school clinicians undergo when determining whether to participate in training. Because participation represents a ''gateway'' behavior, without which the choice to implement new practices becomes irrelevant, it is essential to understand the factors and motivations that influence this decision (Lyon et al. 2011b ).
Study Aims
This study was conducted to evaluate the decision-making processes school-based mental health clinicians undergo when determining whether to participate in professional development training and consultation programs. The study was conducted in conjunction with a program in which providers were offered a training and consultation opportunity focused on the use of modularized psychotherapy for anxiety and depression (described below). In qualitative interviews following the conclusion of the consultation program, participating and non-participating providers were interviewed about their decisions to participate in training and consultation with the goal of addressing the following research questions: (1) 
Methods
The current investigation examined decision-making processes among school-based mental health providers surrounding initial and continued participation in ongoing training and consultation in modular psychotherapy during the 2009-2010 academic year. Training was based on tools available through the PracticeWise Managing and Adapting Practice (MAP) system ; PracticeWise 2011) which were adapted for implementation by mental health providers in school-based health centers. All study procedures were conducted with approval from the local institutional review board.
The PracticeWise MAP system was created to improve outcomes of children's mental health services by enhancing the quality and efficiency of services. It allows for systematic matching of youth mental health problems and characteristics to associated treatment modules that have been identified in the scientific literature as common elements of empirically-supported interventions. MAP builds on a growing literature that has supported the acceptability and effectiveness of modular psychotherapy. Most recently, one such approach, the modular approach to therapy for children with anxiety, depression, or conduct problems (MATCH-ADC) was found to be more acceptable to practitioners than more traditional evidence-based treatment protocols (Borntrager et al. 2009 ) and more effective than those protocols or usual care interventions in promoting positive youth outcomes (Weisz et al. 2012 ).
Managing and Adapting Practice has three major tools to support clinical decision making: (1) A computerized evidence-based services database that contains information therapists use to select treatment modules that have the strongest evidence for being helpful for a particular presenting problem, (2) A set of easy-to-use practice guides for each treatment module that give step-by-step instructions for implementing the key elements of the evidencebased treatment approaches so that therapists can avoid searching through multiple treatment manuals, and (3) A computerized, Microsoft Excel-based ''dashboard'' tracking system to monitor use of treatment elements and track a student's clinical course using standardized and individualized monitoring targets. In the current implementation, an adapted version of the MAP system included modules relevant to depression and anxiety and introduced elements gradually in the context of ongoing consultation throughout the academic year. Depression and anxiety modules were selected based on previous research about the most commonly-treated conditions in school-based health centers (SBHCs; Walker et al. 2010 ) as well as project-specific, pre-implementation data collection which indicated that these conditions accounted for 40 % of all school-based mental health cases. Adaptations were made to maximize efficiency and the relevance of the training and consultation to the school context and to make use of existing consultation structures and resources (see Lyon et al. 2011a , for a full discussion of adaptations and adaptation rationale).
Participants and Setting
Participants provided mental health services in SBHCs in public middle and high schools in a large urban area in the Pacific Northwest. All SBHC sites were managed by the local public health department, and all participants worked for one of four community health service organizations that held public health service contracts. Seventeen school-based mental health therapists participated in the study out of 18 possible therapists working in the district's SBHCs. Although all clinicians had the opportunity to take part in the training and consultation program, the sample of clinicians in the current study represents a range of engagement levels. Of the participating clinicians, seven participated fully in the consultation program over one full academic year, four began participation and then discontinued, and six never engaged in the program. Participants were 94 % female, 88 % Caucasian, and were an average of 40.2 years of age (SD = 9.9). They had worked as therapists for between 0 and 30 years (mean = 11.0, SD = 9.1) and had held their current positions for 0-17 years (mean = 4.9, SD = 4.3). Sixteen of the participants had a Master's degree in social work, education, or counseling, and the primary theoretical orientation of participating clinicians was ''integrative/ eclectic'' (n = 11), suggesting that their clinical practice was derived from a number of different orientations; smaller numbers endorsed cognitive-behavioral (n = 3), behavioral (n = 1), interpersonal (n = 1), and systems orientations (n = 1). The majority of participating providers were the only dedicated mental health provider in their respective schools.
Training and Consultation Process
As stated above, modules for anxiety and depression were introduced gradually in an effort to maximize the fit with an existing consultation structure, rather than one intensive (e.g., 5 day/40 h) training. Initial training occurred over three separate half-day sessions at sites accessible to SBHC providers. At the first meeting, three clinical child psychologist trainers provided an overview of the MAP system, including the EBS database, dashboard, and a detailed introduction of one practice module. At the second session, additional modules were introduced, and therapists were provided an opportunity to practice interacting with the electronic dashboard. Following the second session, therapists were asked to select five clients with primary presenting problems of anxiety or depression (by their best estimation) to track at a given time.
Therapists tracked their session-by-session use of treatment modules and scores on standardized, as well as, individually tailored (e.g., school attendance) measures of clinical progress using password-protected dashboards. Group consultation meetings continued biweekly for the duration of the academic year. Meetings were held inperson and included (a) case review and (b) training in implementation of additional selected practice modules using active training techniques (e.g., role plays). Therapists reviewed all dashboards for all active MAP cases prior to each consultation meeting. Cases were selected for discussion for a variety of reasons, including deterioration, elevated scores, impending crises, and difficulties with module implementation. Sixteen sessions, scheduled to accommodate clinician schedules, were held in total.
Clinicians who participated fully tracked 66 clients over the consultation period, 75 % of whom had a primary presenting problem of depression, 14 % anxiety, and 11 % mixed depression and anxiety. In all, clinicians used modules for a total of 487 sessions. Therapist dashboard-based reports of module use indicated that self-monitoring (used in 46.5 % of possible sessions), cognitive restructuring for depression (45.5 %), psychoeducation for depression (43.4 %), problem solving (32.6 %), and skill building (27.9 %) were the most commonly administered modules (see Lyon et al. 2011a , for complete results).
Data Collected
Qualitative data about participation decisions were collected via semi-structured interviews following program implementation. Quantitative measures assessing evidencebased practice knowledge and attitudes were administered prior to the initiation of the training and consultation program.
Semi-Structured Qualitative Interviews
Semi-structured interviews were conducted, lasting approximately 1 h each (average length was 52 min), with all 17 school-based mental health providers. Two interviewers, one of whom had helped to provide the training and consultation, conducted all interviews. For the current project, responses to a subset of questions from the full interviews were explored. These questions focused on factors that influenced decisions about initial participation (e.g., What factors were relevant to determining whether or not you began participation in the MAP consultation program?) and factors that influenced continued participation (e.g., If you began participating in the consultation program, what factors were relevant to your decision to continue until the end?). Follow-up probes were used routinely to elicit more detailed responses and specific examples. All interview sections were coded using the same final codebook (see below) to allow for comparisons across questions.
Therapist Attitudes
The evidence-based practice attitudes scale (EBPAS; Aarons 2004) is a 15-item tool administered at baseline to measure therapists' pre-training attitudes toward EBPs. Items are rated on a five-point scale (0 = ''Not at All'' to 4 = ''To a Very Great Extent''). Internal reliability in the present sample was adequate for the total score (a = 0.81), which was the only scale used in the analyses. This measure was administered at baseline, prior to the initiation of the adapted MAP training and consultation program. Results from the original study indicated that EBPAS scores were generally comparable to those in the national norming samples and that providers who completed the program did not differ markedly from those who did not participate. Average EBPAS total score was 3.08 (SD = 0.43, median = 2.97, range = 1.40).
Therapist Knowledge
The Knowledge of Evidence-Based Services Questionnaire (KEBSQ; Stumpf et al. 2009 ) is a 40-item measure of clinician knowledge of the empirical foundation for specific psychotherapy practice elements in the treatment of major Adm Policy Ment Health (2013) 40:467-481 471 categories of youth mental health problems (i.e., anxiety, depression, disruptive behavior, and attention/hyperactivity). Respondents indicate whether each practice described (e.g., ''Teaching the child to measure his/her thoughts, emotions, and/or behavior repeatedly'') is empirically supported for the treatment of one or more category, or none of those options. Test-retest reliability of the KEBSQ is acceptable (r = 0.56). This measure was also administered prior to program implementation. As with the EBPAS, practitioner knowledge was similar to norming samples and did not differ between training participants and non-participants. Average total KEBSQ total score was 100.47 (SD = 9.05, median = 102.00, range = 28).
Analysis
Semi-structured qualitative interviews were audio recorded, transcribed, and then coded using a conventional content analysis (Hsieh and Shannon 2005) and qualitative coding software (ATLAS.ti; Muhr 2004 ). Content analysis is typically used to derive the contextual meaning of communications and seeks to understand the meaning of the communication in detail, rather than establish new theory about the ways qualitatively-derived constructs are related (Hsieh and Shannon 2005) . Conventional content analysis, which focuses on describing phenomena of interest, was used to understand clinicians' decision-making process for participating in the consultation program at different stages (initial and continued).
Coding began with a group of four coders reviewing clinician responses to each question from the same subset of transcripts, identifying potential codes and then meeting to discuss the codes and produce an initial codebook that represented a combination/consolidation of the codes identified. (The two researchers who conducted the interviews also served as coders for the qualitative analysis.) The codebook was then trialed independently through multiple iterations in which all team members coded additional transcripts and met for discussion. During this process, new codes relevant to the research questions were added, others removed, and some codes merged or split into sub-codes. This process continued over several iterations until a stable set of codes was reached.
Coding then occurred using a consensus process similar to that described by Hill and colleagues, in which each transcript was recoded independently by two different raters who then met to arrive at consensus judgments through open dialogue (DeSantis and Ugarriza 2000; Hill et al. 1997 Hill et al. , 2005 . The two coding team members who had completed the original interviews were split into different groups for consensus coding. The consensus coding process is designed to circumvent some researcher biases while being more likely to capture data complexity, avoid errors, and reduce groupthink. Consensus coding makes explicit use of any differences in opinion or coding ambiguities to prompt discussion and increase confidence in findings; it was performed as an alternative to the calculation of inter-rater reliability and is considered by many qualitative researchers to be a more valid method of analyzing human communication (Hill et al. 1997) .
The fourth research question (To what extent do participation decisions vary by provider knowledge and attitudes about EBP?) was evaluated using a mixed methods approach. Mixed methods approaches ''focus on collecting, analyzing, and merging both quantitative and qualitative data into one or more studies'' (Palinkas et al. 2011, p. 44 ). In the current study, 16 of the 17 participating clinicians contributed EBPAS data, and 15 contributed KEBSQ data. Total scores were calculated for the EBPAS and KEBSQ and then reviewed to ensure an adequate distribution. Following that, a median split was identified for each measure to create two groups for qualitative theme comparison. Clinicians' qualitative responses were compared based on the median splits of those variables to examine the impact of knowledge and attitudes on reasons for participation and continuation. For each variable, respondents were placed into categories, based on high and low values and participation status. EBPAS and KEBSQ groupings were spread fairly evenly across participation groups (nonparticipants, dropouts, full participants).
Results
To address the research questions detailed previously, clinician responses to inquiries about their decisions to participate in training and consultation were evaluated. Discussion focused primarily on the MAP training opportunity that had been offered during the preceding year. Table 1 displays top themes identified from the interviews, as well as their definitions. For both topics (i.e., initial and continued participation), clinicians mentioned the role of scheduling and time constraints, the utility or relevance of the training for their practice, the appeal of specific training content or training and consultation processes, general attitudes toward training, and social influences on participation. Furthermore, two additional themes, the degree to which the training/consultation met their expectations and their level of participation commitment, were identified only when clinicians discussed continued participation. Each of these themes, the extent to which they varied based on providers' participation status, and how they were discussed during initial and continued participation, are described below. The section concludes with findings which address the question of how themes varied by practitioner knowledge and attitudes about EBP. Throughout the section, comments in response to queries about initial participation reflect the entire sample (n = 17). In contrast, only participants who participated in at least part of the MAP training were asked about their continued participation, so comments reflect only this subset of clinicians (n = 11).
Time

Initial Participation
The influence of competing time demands and scheduling issues on training participation was referenced by every participant, regardless of their participation status. Many discussed the time they had available in the context of setting-specific service delivery demands, such as the fact that they were the sole practitioner in their school (e.g., ''And the time commitment…being out of the building [for training and consultation] with nobody else to cover'') and the difficulties of interfacing with student schedules (e.g., ''a lot of times we did (consultations) in the afternoons, which is actually the best time for me to have sessions with the kids because there are more electives offered in the afternoons''). Considering these issues, multiple respondents described making a cost-benefit determination about the utility of participation, based on the time it would require (e.g., ''The decision's always whether the time you're going to invest will equal to the reward you get,'' ''If it's going to be worth my time, then I will make the time.''). Few differences in the specific content of timerelated statements were found between nonparticipants, dropouts, and full participants. Interestingly, all providers in the nonparticipant group stated explicitly that time was either the most important or the only factor in their decision to participate (e.g., ''It comes down to time'').
Continued Participation
When discussing their continued participation, time was also frequently referenced by dropouts and full participants. One participant who dropped out indicated that time was the central factor in her discontinuation (''I participated for a while and then I found it impossible to get out of here''), and a full participant indicated that although the amount of time required was not so great that she discontinued, it had approached that level (''if it had required much more time than it did, I probably would've at least reconsidered''). Although time issues were raised by most clinicians, a notable difference by group was that a number of full participants made comments about the time commitment ultimately being less of a burden than they had originally feared (e.g., ''it took more time stressing than actual time'').
Utility/Relevance
Initial Participation
The expected utility of participation was a major theme described in conjunction with time limitations. Comments referenced the anticipated ability of the training to provide ''an opportunity to learn new skills'' as well as the likelihood that those skills would increase clinician effectiveness (e.g., ''I would love to be better at my craft and more effective''). Utility was frequently discussed as it related to the relevance of skills and therapy techniques to their caseloads. Initial comments in this area were both positive (''I thought I'd gain a lot of insight and different techniques to utilize with my families and students'') and negative (''Initially, I wasn't sure that it would be beneficial to the types of kids that I worked with''). Furthermore, a number of clinicians referenced the compatibility of the intervention with the constraints of the larger school setting (e.g., ''…how to apply CBT in a school-based setting, what limitations there might be with that, and how it could be tweaked to actually work in a school environment''). Interestingly, all providers who made clear reference to the fit of the practices with the broader school context-and not just the students on their caseloads-were among those who participated fully in the consultation program. 
Continued Participation
In contrast to initial participation, comments about the utility or relevance of ongoing consultation were made almost exclusively by full participants, many of whom expressed that they derived considerable value from most aspects of the program (e.g., ''Over time, using the tools and charting them out, you can definitely see how the methods were working''). One participant simply stated, ''I suppose it just came down to an ongoing sense that I was getting enough out of it, that it was worth continuing.''
Content
Initial Participation
The specific intervention content trained and supported during the program was frequently mentioned by providers discussing their decisions to participate initially. This included positive comments about the novelty (''I thought it would freshen my practice, give me some new things to think about''), and negative comments about the redundancy (''There wasn't anything new''), of practices trained. Other providers noted the difficulty of balancing the two in a diverse group of professionals (''You have people with different amounts of experience and it's kind of hard to meet the needs of all the people in the group''). Almost all responses about intervention novelty came from those clinicians who participated fully. Even more commonly, clinicians referenced the fit between the intervention approach covered in training and their individual treatment approaches (''CBT…provides more of a framework [for me], so I never really thought about it twice''). Additional comments were made about the extent to which the intervention was evidence-based (''doing something that's evidence-based and getting real clear information and techniques was definitely a draw'') as well as providers' desires to stay current with empirical research despite the difficulty involved (''I read articles, go to trainings, that kind of thing, but I'm not sure exactly which…(have) that much evidence backing''). Within the EBP subtheme, the only negative comment identified was made by a practitioner who did not participate and stated, ''I believe in evidence-based practice, I do. And I think it has limitations. And I think it's from a very specific perspective. And I don't buy into that perspective.''
Continued Participation
Unlike initial participation, few clinicians from either the dropout or full participant groups commented on the influence of any aspects of the program content on their continued participation, suggesting that this factor may have been more important in initial decision-making.
Despite this, one dropout participant did comment that she found the MAP modules ''very simplistic'' once she had been exposed to them.
Process
Initial Participation
Nearly all respondents mentioned characteristics of the training and consultation process in their initial decisionmaking. Most commonly, providers discussed the documentation requirements of consultation efforts, most of which was directed at the MAP clinical dashboards. Similar to comments about time constraints, many initially described fears that the dashboards would be too difficult or burdensome (e.g., ''the whole technical thing with the dashboards was a little bit…overwhelming''). Documentation appeared to be a common theme that was discussed across all participation groups. An additional process component frequently referenced by providers was the presence of high-quality, relevant, and ongoing case consultation (e.g., ''Having consultation…helping not revert back to all your ways of doing therapy''), which was often discussed as providing structure for the experience (''I kind of liked that it was…concrete and nicely carved out.''). Comments about structure were universally positive and nearly all came from full consultation participants. A smaller subset of the providers also referenced the appeal of ''hands-on experience'' or other opportunities for active practice (e.g., ''role plays'' ''watching [the trainer]…do a case'').
Continued Participation
When discussing continued participation decisions, training and consultation process appeared relevant to both full participants and dropouts. Some wanted consultation that was either more active than what was provided (''I was hoping it was going to be more consulting and…role playing'') or focused less on the expertise of the consultants and more on the expertise of the providers (''using the expertise in the room.''). Although one full participant ''didn't find the consultation piece as helpful'' as other training components, and one dropout commented that ''there was a lot of filler,'' others found consultation ''extremely helpful,'' especially the opportunities it afforded for feedback. Additional process influences on continued participation for the full participants included ''the fact that there were expectations…some accountability.'' References to dashboard documentation were also present here, although comments made by full participants indicated that, for some, it was less of a problem than initially anticipated (e.g., ''the dashboards really weren't that hard…some people obviously hadn't opened Excel spreadsheets before, but it wasn't that complicated'').
Attitudes Toward Training
Initial Participation
When discussing their initial decision-making, many providers expressed prevailing attitudes about training in general, which appeared to impact the likelihood that they would take part in the consultation program offered. For instance, equal numbers of providers expressed early certainty that they were going to participate (e.g., ''I was never not going to participate'') or not participate (e.g., ''I'm trying to remember how much I even listened, since I knew I wasn't going to be able to do it''). Notably, the majority of the non-participants indicated that they had decided not to participate before the trainers had even delivered their first overview presentation of the SBHC MAP training program (e.g., ''so I kind of went in saying 'no' …and so I wasn't listening to anything''), suggesting that they may have been unlikely to engage under any conditions, even at that early stage.
Some clinicians also described emotional responses to the prospect of the MAP training, usually in the form of feeling ''overwhelmed'' or ''stressed'' by the program and its anticipated additional responsibilities (e.g., ''I can't. I'm too old, I'm too tired, too stressed, and I just can't add another expectation''). These clinicians were invariably among those who never participated or began participating and then dropped out.
Continued Participation
Interestingly, training attitudes-including certainty about participation and emotional responses-appeared to be as relevant to continued participation as they were to initial participation. A number of full participants indicated that they had never been likely to discontinue (e.g., ''I didn't really even have it in my mind that it was an option to stop it''), but one dropout ''just felt overwhelmed.''
Social Influences
Initial Participation
Many providers referenced the influence of other people on their initial participation decisions. This included discussion of previous trainings being mandated (''Not that I feel forced, but normally there's not always a choice''), level of supervisor and agency support (''if it hadn't been approved by my supervisor, I don't think I would have been able to do it''), the influence of providers' social networks (''If there's people who I really feel like have good practice…and if they're going to do it, I guess that I would be more likely to choose to do it.''), and characteristics of the expert consultants conducting the training (''it was an easy decision to make because I knew the trainers,'' ''everybody talks about [one trainer]…she knows what she's talking about and she's very personable'').
Discussion of social influences also diverged based on participation status. Specifically, although nonparticipants referenced the general appeal of participating as a group (e.g., ''I was kind of like, 'ooh, well, if everyone else is doing that, that'd be kind of cool''), dropouts-and, even more commonly, full participants-referenced their relationships with other providers (''to see my colleagues,'' ''it was one advantage being with other people doing my work'').
Continued Participation
A variety of social influences were also mentioned when clinicians discussed continued participation. This theme was most commonly mentioned by full participants and, similar to initial participation, contained supervisor influences (''my supervisor…just left it all up to me whether I wanted to or didn't want to,'' ''there was pressure from the supervisor to keep continuing'') and participants' social relationships with their colleagues (e.g., ''It felt like I had to show up for everyone'').
Commitment
Some practitioners referenced having made a commitment to the training and consultation program or their desire to see the training through to its end. Such comments were unique to discussions about continued participation. Although no dropouts mentioned this theme, nearly every full participant did so (e.g., ''I would never start something and then drop out halfway through…'' ''I had made that commitment when I started'').
Expectations
Finally, multiple clinicians discussed discrepancies between how they initially believed the training would progress and their actual experiences during participation. Not surprisingly, this code was only present in discussions about continued participation and was widely referenced by both groups. Consistent with other codes, dropouts discussed a lack of clarity about the level of time required (''the time commitment…I did not read anywhere that it was gonna be as grand as it actually was''), documentation (''the documentation part was very unclear to me at the beginning and it remained unclear until I decided that I just couldn't do it any longer''), and other consultation procedures or general uncertainty. Full participants noted similar questions about documentation and procedures, but some ultimately expressed surprise that the training and consultation had gone better than expected (''I think we all thought it wasn't as challenging as we thought it would be'').
Knowledge and Attitudes About EBP Few clear differences were identified in therapist-reported influences on participation by either their knowledge about or their attitudes toward EBPs. Most notably, and consistent with their scores on the KEBSQ, low-knowledge participants were more likely than high-knowledge participants to make positive comments about the novelty of the training content (''I feel like I've got plenty of stuff to learn''), but also negative comments about the perceived documentation burden described previously in reference to the dashboards (e.g., ''sounded like a lot of paperwork, I'm not huge on that''). Furthermore, low-knowledge participants were the only clinicians to state a desire or appreciation for active practice (e.g., ''[the trainer] brought in computers and had them there so we could actually have hands on [experience] and get it''), which was a component of the training Process code described above. Interestingly, practitioner attitudes toward EBP did not appear to clearly differentiate any of their responses.
Discussion
The analyses described above were conducted to contribute to the nascent literature on provider decision-making surrounding participation in professional development activities with a focus on schools, the most common service setting for youth mental health care. Clear identification of the influences surrounding clinician decisions about whether to initiate and continue participation in training and consultation has the potential to inform the development of more relevant and appealing programs, increase practitioner engagement, reduce unnecessary costs, and enhance the reach of implementation efforts. Eight themes were identified: time, practice utility or relevance, intervention/ training content, training process, attitudes toward training, social influences, commitment to training, and expectations. Some of these themes were discussed universally across all training stages and participation groups, while others varied in frequency or content. These themes and their implications are discussed below.
Time
Practitioner time and availability, especially given the constraints of the school setting (e.g., sole practitioner, scheduling issues), was the most commonly referenced theme, regardless of participation group or training stage. In addition, other codes (e.g., documentation, emotional responses) frequently referenced time issues either explicitly or implicitly. This finding suggests that time concerns were universally important to, but not always decisive in, training and consultation participation. Although somewhat different from participation decisions, the primacy of this theme is consistent with prior studies of barriers to clinician adoption of new practices. Pagoto et al. (2007) also identified logistical considerations, such as time, in their qualitative study of facilitators and barriers to EBP use. In a large, nationwide survey of practicing therapists, (Cook et al. 2009) found that concerns about time were the most frequently-cited barrier to the adoption of new interventions. The authors also suggested further research to clarify whether time was actually an ''umbrella justification for unwillingness to or disinterest in adopting a new treatment'' (p. 89). Our research revealed little to indicate that statements about time were made in place of other attitudinal influences on decision making, but findings did suggest that full participants may have experienced greater motivation to ''make the time'' to participate in the MAP training. Alternatively, although all respondents experienced time pressures, it is possible that the pressures on nonparticipants and dropouts were greater than for full participants, and that these differences were not captured in their responses.
Reduction of competing responsibilities is undoubtedly an important facilitator of participation, as previous research has documented that productivity requirements can hinder EBP implementation (Schoenwald et al. 2009 ). To address this, providers of training and consultation programs may be able to increase participation and engagement if there are opportunities to adapt the organizational context by negotiating changes in the productivity expectations maintained by participants' agencies (Aarons and Palinkas 2007) . However, given the high demands of schools and other community-based service settings, this could be a difficult or insurmountable task. It may therefore be equally important to increase provider motivation to overcome or work within existing time constraints by creating compelling training opportunities. This could be accomplished by establishing policies that incentivize the implementation of EBP at multiple levels (Goldman et al. 2001; Rapp et al. 2005) or by creating trainings that are perceived to have high utility, treatment effectiveness, and relevance in the destination context.
Utility/Relevance
Perceptions about the utility or relevance of the training program were a key component of the cost-benefit decisions described by many participants when selecting whether or not to take part. With higher perceived time demands, positive judgments about the utility of the program are even more important to justify the investment. Previous qualitative research has also identified the perceived applicability of evidence-based treatments as a core component of adolescent mental health practitioners' attitudes toward use (Nelson et al. 2006) . Unfortunately, methods of improving perceptions about utility prior to training participation may prove elusive, especially given that many clinicians do not find research evidence for the efficacy of a given innovation a particularly compelling or sufficient reason to adopt (Gallo and Barlow 2012; Nelson et al. 2006) . When using new innovations, it may not be until professionals have personal experiences of success implementing new practices that they begin to fully endorse their utility (Han and Weiss 2005) . In light of this, training and consultation programs may best enhance participation by focusing less on research-based efficacy and more on similarities between where the program was developed and the destination context and encouraging direct hands-on use of new practices as early as possible.
Content
Although many providers appreciated that the training was evidence-based, and some found the intervention content to be novel, compelling, and a driver of their participation, others questioned whether the program offered much beyond their existing areas of expertise. Analyses comparing statements across high and low knowledge about EBP, based on the KEBSQ, indicated that providers with higher knowledge made more statements about the redundancy of the practices offered. Differences in provider knowledge and experience, driven partially by clinician turnover and the hiring of less experienced replacements, make it difficult to design a training that has widespread appeal. Although some degree of turnover can be beneficial for implementation (Woltman et al. 2008) , high turnover among mental health practitioners working in schools has been identified as one of the most significant barriers to the sustained implementation of new practices (Forman et al. 2009 ). Aside from targeted trainings for new and experienced clinicians, designing trainings that balance novel and familiar practices may be the best approach to optimize participation. This is consistent with recommendations that engagement may be highest when training programs are perceived to blend new content with strategies already in use (Lyon et al. 2011b) . Based on the results of the current study, pre-training evaluation of provider knowledge may allow for more targeted training and consultation programs.
Process
Multiple characteristics of the training and consultation process emerged as providers discussed their participation decisions, including documentation, consultation, and opportunities for active practice. Many concerns about documentation were related to provider comfort with, or experience using, Microsoft Excel spreadsheets, which served as the foundation for the clinical dashboards. As the use of technology in healthcare becomes increasingly ubiquitous, it creates demands on providers to have sufficient knowledge and experience interacting with computers and software. Although the Excel dashboards used in the MAP project represent a relatively simple computer technology, the results of the current study suggest that it was unfamiliar to some providers and that this may have impacted participation, especially initially. Given that providers who continued to participate stated that the dashboards were less of a burden than originally anticipated, it may be that the original concerns were driven by some degree of misperception about the difficulty, given limited experience. For this reason, clear initial presentation of the more technical components of a training effort may be beneficial in helping providers make informed decisions about their participation.
The other two process components identified in provider comments, consultation and active practice, represent essential elements of any training and implementation effort (Fixsen et al. 2005; Lyon et al. 2011b; Rakovshik and McManus 2010) . The results of the current study suggest that school-based clinicians also value these research-supported components (e.g., role plays) when deciding whether to participate in training and consultation. Although consultation occurred regularly and efforts were made to ensure that all didactic presentations incorporated demonstrations and practice opportunities, clinician comments suggest that even greater attention to these components may have been justified to increase rates of participation.
Attitudes and Commitment
Provider attitudes toward training appeared to be particularly influential in their reported decision-making surrounding whether or not to participate in the program. Importantly, attitudes toward training, as coded in the current study, differ from attitudes toward EBP, the commonly-cited barrier to uptake (Aarons 2005; Cook et al. 2009 ). Commitment, a code that was identified only in discussions of continued participation, was similar to training attitudes, but reflected a more general conscientiousness and desire to follow through on obligations. Regarding attitudes, high numbers of clinicians indicated that they had decided whether or not to participate prior to receiving explicit details about the program itself. Other clinicians reported negative emotional responses to the perceived additional time burden. Although it was not explicitly evaluated in the current study, this type of reaction and feeling of being overwhelmed may be place providers at risk for future emotional exhaustion, a key component of professional burnout (Cropanzano et al. 2003; Wykes et al. 1997) .
Among those who participated, comments appeared to reflect a high degree of provider conscientiousness and internal motivation, predisposing them to participate in any training. The attitudes theme also indicates that many providers make early decisions about participation, often based on incomplete information and sometimes influenced by emotional responses. Therefore, it may be important to communicate key information ''early and often'' to potential participants well in advance of the point when they will be asked to make a participation commitment. For some providers, making a clear commitment may be an important, ongoing motivator to continue participating. In light of research demonstrating that the use of EBP is associated with lower emotional exhaustion (Aarons et al. 2009b) , the potential beneficial effects of participation on provider burnout could also be emphasized.
Social Influences
Social influences on participation were mentioned by clinicians at multiple levels and from multiple sources, including supervisors, other providers, and the trainers. At each level, these factors were most often described as increasing the likelihood of participation, although there was more variability at the supervisor/organizational level. Overall, these results begin to reveal the complex social interactions that can influence provider decision-making and the potential utility of identifying, understanding, and engaging those who may be most influential at each level. In the current study, some of the professionals conducting the training were also identified as influential, based on their existing relationships with some participants as well as perceptions of their expertise. These dimensions are consistent with the literature on persuasive communication, which identifies expertise and aspects of trustworthiness as two of the most important variables to source credibility (Pornpitakpan 2004) .
Further evaluation of the role of providers' social networks in training and consultation participation may benefit from recent advances in social network analysis, which allows for the systematic evaluation of the connections among individuals (Degenne and Forsé 2004) . Professionals who are positioned centrally in a social network may be particularly influential on their peers and could represent leverage points for implementation (Atkins et al. 2008) . Based on the current results, direct targeting of providers' social networks and existing ''key opinion leaders'' may be one method of increasing training and consultation participation.
Expectations
Related to consultation continuation, many providers indicated that their actual experience participating in the training differed from their initial expectations. This code often overlapped with the codes already described. Although dropouts and full participants commented about similar issues (e.g., documentation), full participants were more likely to ultimately frame their comments in a positive light or discuss how they addressed the difficulty. Regardless, this theme underscores the importance of clear, accurate communication prior to training initiation about the procedures involved and the anticipated burden of the commitment.
Between-Group Comparisons
In addition to describing themes, this study compared their frequency and quality across the dimensions of EBP knowledge, EBP attitudes, and participation status. Generally, few differences were observed by knowledge and attitudes, a result consistent with the finding from the original pilot project that knowledge and attitudes did not differentiate participation groups. In an exception, lowerknowledge individuals expressed greater interest in active practice experiences during the training and appeared to find the content of the training more novel. These results make intuitive sense and suggest that low knowledge providers were aware of their relative inexperience using many of the techniques trained. This group also seemed to share an understanding that use of active training and consultation techniques, which engage them in the learning process, would be more likely to build their skills than traditional didactic approaches. This finding is noteworthy because this understanding may help to motivate providers to participate in more intensive, and ultimately more effective, training initiatives.
Furthermore, examination of differences in themes described by training nonparticipants, dropouts, and full participants provided an opportunity to discern which themes may be uniquely associated with clinician engagement. Perhaps not surprisingly, full participants were generally more positive about the MAP consultation program than the other groups. Even when describing their concerns at different participation stages (e.g., about the time involved), they clarified that the experience was more positive or less burdensome than expected. Relative to dropouts and nonparticipants, full participants were more nuanced in their discussion of the utility and relevance of the MAP program for their service setting, referring not just to the fit with their caseloads, but also to the fit with other aspects and constraints of the school mental health context. This may reflect either that full participants, as a function of their time in the program, had more opportunities to think about its match with their service setting or that they simply entered the training considering more facets of their context than just their caseload characteristics. Organizational-level processes have frequently been identified as significant contributors to the success of implementation efforts and the uptake of new skills (Beidas and Kendall 2010; Cook et al. 2009 ) and providers who are more aware of those processes may be better equipped to implement new practices.
Finally, although all participants found the anticipated utility of the training to be an important influence on initial participation, its influence on continued involvement was only referenced by full participants, suggesting that they may have found it useful while dropouts did not. As noted earlier, perceptions of new program effectiveness are a common component of many models of implementation and sustainability. In their process model of enhanced sustainability, for instance, Han and Weiss (2005) conceptualized observed changes in outcome, attributed to the new program, as constituting a feedback loop to reinforce practice change. In the current project, such changes appear to have influenced some providers' continued participation, lending support to this perspective.
Limitations
Limitations of the current study include the retrospective nature of the interviews. Even though clinicians were asked to recall their decision-making at the initial and continued participation stages, the interviews with providers occurred after the fact, and it was not possible to determine with certainty whether some of the differences among groups were actually due to different levels of exposure to the MAP consultation program or to a hindsight bias. Furthermore, both interviewers had been involved in the consultation program, which may have caused some participants to be less forthcoming with their actual opinions. Nevertheless, there was no clear evidence of this, and the interviewers' familiarity with the program and the participants was also likely a strength for engendering comfort and eliciting candid responses. Finally, the findings were derived from a sample of providers working in one particular type of school-based service delivery model (SBHCs) in one school district. As a result, caution is warranted in generalizing the findings to other school-based service delivery models.
Conclusions
This study was designed to identify important determinants of school-based mental health provider motivation for and engagement in professional training and consultation opportunities. Eight themes were drawn from respondents' accounts of their decisions to participate in the MAP consultation program (time, utility/relevance, content, process, attitudes toward training, social influences, commitment, and expectations), which were largely consistent with the barriers to new skill uptake identified previously (e.g., Cook et al. 2009 ). Next steps include evaluating which factors are most malleable and designing pre-training interventions to address them directly. Considering the multiple demands placed on practitioners within the school context, increasing time available for participation may be a difficult target for direct intervention; although increasing efficiency through greater administrative support or the introduction of new, time-saving technologies may remain a possibility. Instead, training and consultation programs could focus on increasing perceptions of other constructs, most notably the utility or relevance of the new practices for the school context, so that the benefits of participation outweigh the inevitable time burden and increase the likelihood that a given practitioner will ''make the time'' to participate. Sansone and Thoman (2006) have conceptualized activity engagement as motivated by an individual's goals and the degree of interest and investment they have in the goal pursuit process. Although most clinicians endorse a desire to improve their practice, pre-training interventions may be needed to increase investment in the pursuit of that goal across a wide variety of implementation and quality improvement efforts.
